A 53-year-old woman with known ulcerative colitis, who had previously taken oral prednisolone on occasions for intermittent diarrhea, was admitted with urosepsis due to Escherichia coli that required treatment with inotropic agents and intravenous steroids. She was passing melena and was anemic with a hemoglobin of 6.2 g/dL, which failed to improve despite the transfusion of large volumes of blood and the administration of intravenous pantoprazole. Gastroscopy revealed multiple large superficial plaque-like ulcers in the upper and mid stomach with overlying slough (• " Fig. 1 ). Specimens taken from the ulcer edge examined histologically revealed chronic active gastritis with cryptitis, crypt abscesses, and a noncaseating granuloma, but no evidence of malignancy (• " Fig. 2 a) . Typical fungal hyphae of a zygomycete, characteristic of mucormycosis, were seen on staining with hematoxylin and eosin (• " Fig. 2 b) , and candidal yeasts were seen on staining with Grocott's methenamine silver (• " Fig. 3 ). Standard culture was negative for mucormycosis. No evidence of dissemination was noted on computed tomography (CT). She was treated with intravenous amphotericin B for 4 weeks, and a repeat endoscopy 8 weeks later revealed scarring, biopsies of which were negative for fungi. Mucormycosis is a rare fungal infection and an important cause of morbidity and mortality in immunocompromised patients. 
